Nearly 15-30% of all primary malignant melanomas are localised in the head and neck region but mucosal metastases to the oral cavity from melanoma arising in distant sites especially from cutaneous melanomas can be seen in a very rare fashion. There are less than 30 cases of metastatic tonsillar malignant melanoma which were presented in literature. In this paper we present a rare case of metastatic tonsillar malignant melanoma in a 51-year-old female patient in the light of literature.
INTRODUCTION
Primary mucosal malignant melanoma (MM) of the head and neck is an uncommon lesion and comprise approximately 8% of all melanoma cases that occur in this region.[ 1 , 2 , 3 ] The prognosis of mucosal MM of head and neck region especially in the oral cavity, is poor. [ 4 ] The insidence of metastases to the oral cavity is less than that of primary oral melanomas. In the oral cavity, metastases to the palatine tonsils is very rare as tonsils do not have afferent lymphatics and any metastases to the tonsil suggests haematogenous dissemination. [ 5 ] In literature less than 30 cases of metastatic palatine tonsil MMs were presented up to 2001 and our case is the first case which is presented after that time. [ 5 , 6 ] 
CASE REPORT
A 51 year-old female patient appealed to our clinic in January 2007 with the complaint of difficulty in swallowing and pain in the left tonsillar region. She had a medical history of an inguinal mass at the left side and total excision was performed in another clinic, in December 2005. The histopathological finding of this lesion was metastatic malignant melanoma. As the primary site of the lesion or any other metastases were not found when she was evaluated in detail at that time, she was told to visit for controls every 3 months.
In our clinic the patient was examined in detail. In her otorhinolaryngological examination, we realised that her left palatine tonsil was blackish-purple in color, fragile and enlarged within the limits of anterior and posterior plicas and progress to the midline in the oropharynx (Figure 1 ). Also in otoscopic examination, there was a pathological finding of increase in vascularization of the left tympanic membrane and air-liquid level in middle ear space. Tympanogram shows C type curve. There was not any palpable lymph nodes in the neck. There were no other pathological findings in otorhinolaryngological examinations.
In the neck ultrasonography, there were few lymph nodes in bilateral servical chain with the size of 8x6 mm of the biggest one. Nasopharynx and neck computerized tomography (CT) and magnetic resonance imaging (MRI) showed us that, there is a significant opaque mass formation which constrict the oropharyngeal air column at the left side, infiltrate the palatum molle, eustachian orifice, torus tubarius at the level of left palatin tonsil, and also infiltrate left medial pterygoid muscle and lateral pharyngeal recess with the formation of heterogeneity in medial pterygoid plate In the neighborhood of left jugular vein and left submandibular gland few lymph nodes with the size of 7 mm of the biggest one were monitorized in CT. We did not find any other metastatic mass in thorax and brain with CT scans. The whole body positron emission tomography (PET), indicated positive pathological F-18 FDG restrain of a soft tissue that show protrusion to the left side of orohypopharynx, bilateral lymph nodes at the cervical chain and a lymph node with the size of 5x4.5 cm at the left inguinal region.
Tonsillectomy and ventilation tube insertion to the left tympanic membrane was performed under general anaesthesia without complication. The histopathological finding was metastatic MM with hematoxilen-eosine and melan-A staining. (Figure 3a , b, c). Chemotherapy was arranged at another medical oncology clinic after operation. At the last control, nine months after the operation our patient is still alive without recurrence.
DISCUSSION
Primary mucosal MM of the oral cavity is 0.5-2% of all head and neck region melanomas. [ 5 , 7 ] Metastases to the oral cavity is very rare [ 5 , 7 , 8 ] and MM metastasizes by lymphatic and vascular channels. Although regional lymph nodes are expected to be involved first, intricate anastomotic pathways among the lymphatic channels may result in the involvement of distant nodes.[ 8 ] Henderson et al. previously evaluated 8823 patients who had mucosal MM and presented that 54 of them had metastatic MM frequently to the nasal cavity, tonsils, tongue, nasopharynx, larynx and lips respectively independent of the primary tumour location. [ 9 ] Metastases to the mucosa of the upper aerodigestive tract indicates widespread dissemination of cutaneous melanoma and the prognosis is poor. [ 5 , 10 ] As palatin tonsils do not have afferent lymphatics, metastases to this region is said to be heamatogenous. [ 11 ] In 24 months, nearly 60% of all cutaneous melanomas display mucosal metastases [ 6 , 9 ] and Wakasugi [ 5 ] reported that time for metastases to the palatin tonsil ranged from 4 to 84 months after resection of primary lesion. In our case, palatin tonsil was the second place that mucosal melanoma metastases had occured and diagnosed 12 months after the inguinal mass was resected.
To differentiate the primary and metastatic MM, detailed histopathological examination is required. The most important histopathological finding of primary melanoma is the presence of an intraepithelial neoplastic component (junctional activity) in the overlying or adjacent lateral mucosa [ 7 , 9 ] however in metastatic melanoma the mucosa is intact. [ 9 , 12 , 13 ] In our case, the medical history of the patient and the histopathological findings of intact overlying mucosa in all surgical specimen cross sections, we evaluated the lesion as metastatic malignant melanoma.
The prognosis of tonsillar and mucosal MM metastasis is different than the cutaneous melanomas. So ?t is important to perform detailed examination in tonsillar masses especially the ones with the previous melanoma history and you have to treat tonsillar melanomas aggresively in order to afford disease control.
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